This study explores experiences of elderly patients with cancer and their family members with regard to what is important and difficult in the family relationships during the palliative phase. Family group interviews were conducted with 26 families. The data were analyzed using qualitative content analysis. Three themes emerged: "Ensuring a positive final time together," "Avoiding tension and conflict," and "Concealing thoughts, feelings, and needs." The main theme, "A valuable but demanding time," indicates that although families find this phase of life challenging, they emphasize the importance of ensuring that this time is spent together in a positive way as a family. Key words: communication, conflict, family nursing, family relationships, family research, palliative care W ORLDWIDE, 8.2 million people die of cancer each year, 1 and three quarters of those who die of cancer are older than 65 years. 2 Despite these facts, the age of the patients in most studies varies widely, and there is limited research on the specific experiences and needs of cancer patients older than 65 years and their relatives during the patients' palliative phase. 3, 4 
Generally, cancer and impending death affect not only the patient, but also his or her family members and the entire life of the family. [5] [6] [7] According to Wright and Leahey, 6 nurses have a moral obligation to involve families in their health care practice. Involving the family is especially important when the patient lives at home, as the family often takes on the main responsibility for the patient's care. For nurses to support families, they need knowledge of the challenges that families experience during the cancer trajectory.
Family research may investigate the family as a context, individual family members or the family as a whole. 8, 9 Within advanced cancer, most research focuses solely on the patient or the caregiver; few studies consider the family unit. 5, 10 However, when the family becomes the unit of analysis and family-level data are collected, we gain greater insight into families. 8, 9, 11 No universal definition of family exists. Given the presence of a wide variety of types of family, we have chosen the following definition: "The family is who they say they are." 6
Statements of Significance
What is known or assumed to be true about this topic: Cancer and impending death affect not only the patient but also his or her family members. Most research on cancer in the palliative phase focuses solely either on the patient or on 1 (primary) caregiver. Few studies have collected data from the family unit. Both patients and family members experience mental stress and have to face considerable family lifestyle and role changes due to the cancer and its consequences for daily life.
What this article adds:
Knowledge about relationships and interaction challenges in families where 1 elderly family member has cancer in the palliative phase. New insights are gathered on family communication about relationships and interaction challenges as experienced by several members in each family unit. Patients and family members stress the importance of ensuring a positive final time together as a strategy for continuing as a family, which also seems to characterize the way they manage to support each other. Advanced cancer evokes new and different needs in patients and family members, which are sometimes difficult to understand or accommodate for the other family members. This may result in tension and conflict in the family. Most families avoid openness about relationship challenges. Instead, they exhibit reciprocal observation and interpretation of each other to identify needs for support.
LITERATURE REVIEW
Generally, both patients and family members experience mental stress due to the cancer and its consequences for daily life. 12, 13 With advancing disease, patients become de-pendent on their family members, which may be hard to accept for all involved. [14] [15] [16] Elderly patients with comorbidities are increasingly exposed to dependency. 4, 17 The patient's dependency tends to result in considerable lifestyle and role changes in the family. 16, 18, 19 Because of limited time and competing roles and obligations, [20] [21] [22] many family members are exhausted and at risk for health decline. [21] [22] [23] When the patient is elderly, the spouse might be frail, or deceased, and adult children are given more caregiving responsibility. 24 Despite this fact, specific knowledge about elderly patients with advanced cancer is sparse.
Both qualitative and quantitative studies report that family communication about cancer, treatment, prognosis, death, and grief can be challenging, and that most families avoid or minimize communication about death and sorrow. 15, [25] [26] [27] Several qualitative studies suggest that limited communication can increase patients' and family members' stress, emotional burden, and loneliness, and decrease social support and reduce the quality of the relationships. 7, 18, 28, 29 However, the literature is unclear on this point as other studies, including a literature review, 30 indicate that relationships within the family may be good even if patients and family members avoid communication. 16 Factors associated with limited communication are as follows: difficulties balancing what, when, and how much to speak; 19, 26 uncertainty about whether the spouse can tolerate to speak about the disease; 15 protecting each other and oneself against suffering; 15, 25, 26 and keeping a positive attitude. 15, 18, 28 A qualitative study by Foxwell and Scott 28 found that attempts by the patients to conceal worries from their partners were perceived as unhelpful.
Relationship-talk to solve problems about renegotiating roles and adjusting to cancer is mentioned in one qualitative study. 15 Except for this, there seems to be no study available on how the patient and his or her family members talk with each other about relationship challenges during advanced cancer.
It is suggested that family relationships grow closer, become more distant, or remain 360 ADVANCES IN NURSING SCIENCE/OCTOBER-DECEMBER 2016 unchanged during advanced cancer. 15, 16, 23 Some studies report that family relationships shift between closeness and isolation throughout the illness. 19, 20, 29 Being together as a family is found to promote patients and family members' ability to support each other. 29, 31 Patient and family members used different strategies to handle and endure living with advanced cancer in a family member: keeping up daily habits and routines, reminiscing, living day to day, and thinking positively. 18, 21, 26, 28 Kramer and Boelk 32 found that 57% of hospice family caregivers experienced some family conflict at the end of life. Family conflict is also briefly mentioned in some caregiver reviews. [21] [22] [23] Examples of situations that could contribute to relationship tensions and conflict in families are incongruence between patients' and family members' perspectives on how to spend the remaining time, 19 declineimposed changes that raised safety issues, 7 lack of communication about illness demands, and the partners' difficulties in understanding an increased symptom burden. 15 As the aforementioned literature indicates, knowledge about relationships and interaction challenges experienced by families during advanced cancer, and how families communicate about these challenges is sparse, fragmented, and inconsistent. This is particularly the case when the patient is elderly. Therefore, we have included all relevant studies, regardless of when they were conducted. Most of the studies are qualitative, some with small sample sizes. Only 5 of the studies have interviewed several family members simultaneously. 14, 18, 19, 29, 31 Identified studies come from Canada, 14, 30 the United States, 7, 15, 18 the United Kingdom, 16, 28 and Israel 25 and 3 from Sweden. 26, 29, 31 These limitations in the literature suggest that more research is needed. Consequently, the purpose of this qualitative study was to explore what elderly cancer patients and their family members experienced as important and difficult in close family relationships during the palliative phase, and how they interacted and communicated about these challenges.
METHODS
A qualitative study design is suitable when the aim is to explore meaning in social phenomena as experienced by the participants in a particular context 33 and when the intention is to capture a family view. 5, 8 
Sample and recruitment
The study was conducted in accordance with the Declaration of Helsinki (2013). The Regional Committees for Medical and Health Research Ethics approved the study. Confidentiality was guaranteed through anonymous treatment of data and safe storage of the material. Each participant signed a consent form.
The study's inclusion criteria were as follows: a patient 65 years or older who had been diagnosed with cancer and defined by the health care team to be in the palliative phase; cared for at home; able to give informed consent; and able to participate in a group conversation. Family members each had to be 18 years or older. To obtain variation in family compositions, we wanted to recruit family members with different relationships with the patient (eg, spouse, adult children, or other relationships regarded as close family relationships by the patient).
Nurses working in hospital wards, outpatient units, and home care services invited patients and their family members to participate and distributed an information letter about the study. Families willing to participate sent their written consent directly to the first author or gave the nurse permission to forward their telephone number. The interviewer then telephoned the patient or the family member designated as a contact person, and if needed, further information about the study was provided. The recruitment information requested the presence of the patient and 1 to 4 family members. Small groups were chosen because of the sensitive topic, 34 and complex family systems 35 36 To ensure inclusion of family members with different relationships to the patient, the interviewer discussed which members to include with the family's contact person; however, the final decision was left to the family.
Thirty-three Norwegian-born family groups agreed to participate in the study. Seven families withdrew before the interview day because of impaired patient health status. None withdrew during or after the interview. The final sample consisted of 26 family groups comprising 26 patients, 14 spouses (one spouse did not participate because of frailty), 37 children, 7 children-in-laws, 1 grandchild, and 1 sister (for a total of 86 individuals across families). Fifteen patients (10 men and 5 women) had a spouse, 9 patients lived alone, and 2 lived with one of their children. Each family group consisted of a patient and 1 to 4 of his or her family members, with an average of 3 participants in each family group. The patients' mean age was 79 years ( Table 1) . Common cancer sites were lung (7) , prostate (6), or colon (6) ( Table 2 ). Fifteen patients were diagnosed 2 years prior to the interview and 13 had metastatic cancer at the time of diagnosis.
"The palliative phase starts with the recognition of incurable disease, and continues until the patient dies," 37 and all patient participants were aware that their cancer could not be cured. According to Grovs' 38 subclassification of early, late, and terminal palliative phase, most patients were in the late palliative phase. Twenty patients received help from home care nurses; 12 needed help with personal hygiene, 20 received medication kit, and 5 supervision. Fourteen patients needed domestic help. Only 8 patients received palliative treatment, mostly cytostatic tablets.
Data collection
Data were collected using family group interviews to capture the family processes and interactions. 6, 8, 11 Not much is written about family research done by interviewing families as a group. 8 However, interviews of groups Retired or on sick leave or not employed 15 25 of persons or focus groups have been well established as a valuable research approach in the literature. 8, 39, 40 In line with Wright and Leahey, 6 and Eggenberger and Nelms, 8 we therefore looked to focus group literature for guidance. 39, 40 Some of the principles and understandings of focus group research are applicable to family group interviews; however, the differences between a family unit and other groups are notable. Focus group members may have certain common characteristics, but typically do not know each 362 ADVANCES IN NURSING SCIENCE/OCTOBER-DECEMBER 2016 other intimately, nor are they related to one another. 41 When performing focus groups, the presence of a comoderator is suggested to assist the interviewer. 41 However, because the participants in each family group interview knew each other well, that we included a maximum of 5 participants in each family group interview, and the interviewer had former interviewing experience, the interviewer performed all but one of the interviews alone. One interview was conducted together with one of the senior authors of supervisory reasons. Interviews took place in the patients' homes. A genogram was drawn to collect data about the family structure and to get the patient and his or her family members to reflect on their relationships. 6 This was generally done at the start of each interview; however, for families who were eager to speak, this was delayed until a natural pause in the interview or at the end. Inspired by existing knowledge on this topic, areas of interest were the distinctive nature and difficulties of their relationships, the family's communications about the illness, and the difficulties experienced. Interviews were unstructured and proceeded in such a way that the patient, family members, and the researcher jointly constructed the meaning of questions and answers through dialogue. 33 The opening request was: "Please, tell me about how you experience the family relationships." Circular questions in the cognitive, affective, and behavioral domains like: "What do the rest of you think about what . . . is saying?" and "You seem to be reacting to what . . . was saying . . . ?" were used to stimulate reflections on family relationships. 6 Follow-up questions by the researcher addressed the content of the participants' stories or aimed to clarify the meaning of what was said. All interviews were performed with respect for the patients and family members' situation and feelings, and the researcher sought to be sensitive and aware of the emotional nature of the personal questions. When participants clearly avoided a topic, this was respected. Crying as well as laughter during the interviews was not unusual.
The interviews lasted between 90 and 120 minutes and were recorded and transcribed verbatim. Reflective notes were made immediately after each interview, while listening to the recording, while transcribing the interviews, and throughout all phases of the analysis.
Data analysis
The method of analysis used in this study was inductive qualitative content analysis, as
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A Valuable but Demanding Time 363 described by Graneheim and Lundmann. 42 Content analysis is about interpretation and makes sense of what is mediated between people, 42 and thus the hermeneutic circle is visible in the analytic process. 43 Both manifest and latent content were analyzed during the analysis process. Manifest content analysis focuses on visible components, keeping meaning close to the text, and latent content analysis deals with relationship aspects and involves an interpretation of the underlying meaning of the text. 42 The analysis of the text started with efforts to understand the text as a whole. 42 The written material was read several times to become completely familiar with it and to apprehend essential features of the text. Next, the whole text was divided into meaning units, all with content related to the aim of the study. Meaning units were abstracted and labeled with a code, bearing in mind the following 2 questions: "What does this text say about the family relationships?" and "What happens in the family relationships in this conversation?" Codes were compared on the basis of differences and similarities and sorted into categories. According to Graneheim and Lundmann, 42 categories refers mainly to a descriptive level of content (the manifest content) and themes can be seen as an expression of the latent content of a text. To grasp the underlying meaning, statements in each category were critically analyzed, questioned, and compared with other categories, meaning units and the whole text to arrive at a reasonable interpretation. In this process, categories were reduced and redefined into 3 themes and 2 subthemes. A main theme that described the underlying meaning of the whole text was also revealed. An example to illustrate the analysis process is provided (see Table 3 ). For strategies used to ensure trustworthiness of findings, see Table 4 . 42, 44 
FINDINGS
The main theme was "a valuable but demanding time." Three more themes and 2 subthemes were identified: "ensuring a positive final time together," "avoiding tension and conflict" containing 2 subthemes ("balancing different needs" and "distribution of responsibility and tasks"), and the third theme "concealing thoughts, feelings, and needs." Each theme is presented later. The main theme, "a valuable but demanding time," portrays that the important and difficult were present simultaneously and affected each other. Because family members wanted to ensure a positive final time together they concealed own thoughts, feelings, and needs not to burden each other, and to avoid tension and conflict. This strategy worked well most of the time. Occasionally, it became hard to understand and accommodate each other's Credibility A purposive sample of families was recruited. Given the aim of this study, we presumed family group interviews to be an appropriate data collection method, which allowed us to collect data about communication and interaction patterns not available in individual interviews. In individual interviews, participants may express their feelings more openly; however, in our study, withholding sensitive information also provided important data. The interviews were unstructured, led by an interview guide developed in agreement with all authors and pilot tested. Data were well saturated. Self-awareness of the first author as interviewer and all authors as nurses and interpreters was addressed. The first author was familiar with the context in terms of a professional background at an oncological unit; the fourth author had a preunderstanding related to in-depth research into cancer care and the second and third authors into care for the elderly. An illustration of the analysis is offered in Table 3 .
Dependability
Principles and criteria used to select participants are described, and the main characteristics of the families and family members documented. We wanted to recruit families with different family structures, by adopting a wide definition of the concept family. However, we managed to recruit only family members bonded by biology and marriage. This may be due to the nurses recruiting the families asking only biological families to participate. Also, the high age of the patients and the fact that most families were from rural Norway, where biological families are the most common type of family relationship, may have influenced the sample.
Confirmability
The analysis process is described in detail, and an example of that analysis is visualized in Table 3 . In addition, representative quotations are presented in the result chapter to confirm the connection between results and data. The first author did the first reading of the text; the fourth author also read 2 of the interviews thoroughly. These 2 authors discussed each step of the analysis, and all authors several times discussed the adequacy of the analysis and possible complements to the codes, categories, themes, and subthemes that emerged. Transferability
We have explained the research process in detail and hopefully described the results in a way that allows the reader to look for alternative interpretations. Few of the families in our sample expressed extensive challenges in their family life because of cancer. Because participating in research is voluntary, it is possible that families with more difficult dynamics refused to participate in family group interviews. Consequently, findings must be used carefully regarding generalizability. However, these results and reflections may be relevant to families in similar situations.
Adapted with permission from Irwin et al. 45 different needs, and tension and conflict would evolve in close family relationships. Findings represent both shared experiences in the family, and individual experi-ences that differ according to participants' position in the family (eg, patient, spouse, and children). There were no typical leader respondents in the families. This may be Copyright © 2016 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
because the interviewer, at the start of each interview, told the family that usually within families both individual and shared meanings and experiences are present, and that the aim of the study was to collect both. However, because of frailty, a few patients (6) sometimes needed assistance from family members (eg, spouse), to explain more thoroughly what they meant. In addition, some patients periodically rested and let their family members speak. The families are consecutively designated with letters from A to Z.
Ensuring a positive final time together
Ensuring a positive final time together was both a goal and a strategy: a goal for the final time together and a strategy for continuing together as a family. Since the patient had a short time left to live, it became important for the family to prioritize time together. By cheering, comforting, and supporting each other, patients and family members tried to fill their minds with positive thoughts and what was painful and difficult receded into the background. One patient said this on behalf of his family: "We have to try to live as normally as possible and make the best of it . . . it is the only thing that matters" (patient D). All strove to be as positive as possible, although occasionally someone, especially patients, experienced painful thoughts that made them sad. It seems like a time of contrasts: "I think probably we try to cheer each other up as well as we can" (wife E); "Also the fact that he NEVER complains nor whines . . . it makes it easier for us" (daughter L); and "I have days when I'm depressed" (patient V).
Patients and family members used different strategies to manage their situation positively. Such strategies included faith and belief in God as support, imagining it could be worse, focusing on not being alone having cancer, and hoping for a miracle cure. Some actively sought information, while others preferred to know as little as possible to avoid facing melancholy: "I just take one day at a time. I do not have the energy to think ahead" (patient A).
Most of the patients were unable to move outdoor or receive visitors and were thus dependent on a spouse and/or children for social contact and a sense of belonging: "After shopping, I tell him who I met, what I have seen and experienced" (wife K). "Yes, me to. Because I know mum and dad are much alone, I want to tell about my experiences to give them some impulses" (daughter K).
Visits from grandchildren and greatgrandchildren were 2-sided: it was nice to follow their development, but visits were limited because the patient became fatigued: "Grandchildren if they were coming so . . . if they bring their kids with them, then it is not so good" (wife K). Such withdrawal was painful for everyone especially if there had previously been close contact.
All families mentioned close family relationships as being important. Spending time together implied positive experiences and convinced them that all were doing well. Children called or visited regularly. They planned enjoyable activities appropriate for the patient, such as reading the newspaper, watching a TV program, taking a trip, or styling the patient's hair: "I want my mother to have some slightly different impressions because I know she always has liked to be outdoors . . . and I think she gets healthier the more she manages to do so" (daughter I). Some families spent time together organizing photos in albums or writing down important events that would otherwise be lost.
Avoiding tension and conflict
The patients' dependency challenged the family relationships both emotionally and practically. New needs occurred, and the patient's needs were unlike the needs of other family members. Sometimes it was difficult to balance each other's needs in family life, and tension, frustration, and conflict might arise. From a practical point of view, new tasks and responsibilities arose and adjustments had to be made to previously established routines and obligations. Emotional challenges were often more stressful than practical challenges: "I think the practical work is not the worst. If something is tearing me up, it is . . . " (wife D). "That you argue with me?" (patient D). "Yes . . . stuff like that" (wife D).
Balancing different needs
It was important for the patients to manage on their own and they expressed concern about losing their independence and cognitive function. Not burdening family members was also important to the patients. The patients knew that their family members were worrying and struggling, and they felt guilty: "They should not always worry about me" (patient N). On the contrary, spouses and children needed to know how the patient was doing to have control and be able to take action. They were worried about the progression of the disease, symptoms, or that the patient would have an accident or hide that he or she needed help. To patient N's statement given earlier, her daughter responded: "But we are dependent on knowing that you are alive!" (daughter N). If both parents were frail, children's concerns were for both parents.
Spouses and children living with the patient occasionally needed a little variety and rest. They were aware that the patient wanted them nearby and they felt uncomfortable leaving the patient when leaving the house. Their conscience frequently made them stay at home: "I get very nervous . . . then it is not easy to go out" (wife L).
Adult children wanted to help, but obligations such as work, home, children, and grandchildren could not always be put off. They felt guilty about not contributing enough: "You do feel the need to help as best as you can, but then I feel guilty about the kids, and if I'm not here, then I feel bad for my mother . . . have to preferably be both places at once" (daughter J).
Sometimes, when the patient and his or her family members' needs did not correspond or were difficult to understand or accommodate, tension, frustration, or conflict could arise. In particular, the patient and his or her spouse became more easily irritated with each other than before. For example, the patients need to be independent and not to be a burden seemed incompatible with the family members' need for control. If family members nagged about what the patient should or should not do, or asked after the patient's health too frequently, the patient became irritated. Spouses and children became frustrated when they found that the patient was careless, did not exercise enough, or was not positive enough. The following quotes illustrate some of these challenges: "I notice something about the relationship between mother and father; maybe he experiences some pain and she observes this, and then she gets anxious . . . and he doesn't tell, and it becomes a little tense" (daughter E), and "I'm angry because he is sick and angry when he smokes" (wife L).
Another condition that could cause tension was a conflict between the needs of the spouse or children living at home for variety and rest versus the patient's wish to stay at home and have the spouse or their children nearby. Even if patients did not want to burden their family, moving into a nursing home was not an appealing alternative. Only 2 patients spoke about moving into a nursing home if they became more dependent. For the spouse to relax, the patient needed the company of others: "If I know someone is coming to visit . . . then it's easier to disengage" (husband I). However, the patients avoided the company of others because they did not want others, such as their children, to provide intimate care: "When you are going to the toilet, you cannot ask just anyone to join you there" (patient D). These differing needs seemed difficult to discuss. Only one daughter, whose father had been using a wheelchair for several years, said that she had spoken with her parents about her concerns: "He (patient) has to put some of his ego out of the way. She (mother) must go out and do something else, although it is sad for dad. If mother is not here, what then? So I think we must make some unpopular decisions so she can continue . . . so that she does not become ill too" (daughter F).
Patients and family members' struggles to ensure a positive final time together could also evoke tensions. Most of the patients were fatigued and preferred peace and the company of their spouse and children. Spouses and children wanted to spend time making memories with their grandchildren and greatgrandchildren. Children were sometimes frustrated when the patient refused proposed activities that they thought would be good for the patient: "It's a little hard to know . . . whether to push a bit to prove that it's okay, or whether to let mother sit comfortably in her chair" (daughter I). In response to her daughter's statement, the patient laughed hesitantly in a way that suggested a combination of embarrassment and fatigue.
Distribution of responsibility and tasks
Most of the patients had been periodically bed-ridden and were, at the time of the interview, dependent on their family for support. Reduced mental capacity increased their physical and practical dependency. In the case of 4 patients, diagnoses in addition to cancer had caused their dependency. Fourteen patients had domestic help and in a few families, grandchildren were paid by the patient to do housework. Twelve patients needed help with personal hygiene, which was the hardest form of help for patients to accept and the most challenging for children to provide. Help from a spouse was easiest to accept and some wives occasionally helped with personal hygiene: "You know he wants me to do everything, he's a little spoiled" (wife K).
Families varied as to who had primary responsibility for the patient. When the patient had a spouse who was in good health, together they protected the children from responsibilities. The parents believed that their children were busy and prioritized their help for heavier tasks and transportation. Wife: "I cannot keep on nagging on the kids all the time." Daughter and son: "Yes! You can." The patient: "I have told her to stop nagging you" (family L). When the patient did not have a spouse or the spouse's health was also impaired, the children took on greater responsibility. One child alone, or children and children-in-law together, variously shared responsibilities. Grandchildren were protected for the same reasons as parents spared their children. Family life stage, geographic distance, work situation, personality, tone with the patient, and other health-related problems determined who participated: "When mother is struggling to help him . . . we're at work" (daughter F) and "Our daughter who lives far away wants to be here" (patient E). "Yes, she wants to take her part, relive us" (daughter E).
Family members with primary responsibility for the patient had more and new responsibilities. They experienced tremendous time constraints and had to mobilize and put their own needs on hold. Some family members were exhausted or reported poor health because they had no time for self-care: "There were not enough hours in the day or night" (son W) and "I was probably tired when I had the stroke" (daughter J). Children could rarely plan for leisure time because they never knew when the patient would need help. They also needed an understanding from their spouse and children about their absences, cancelled, or postponed vacations, or the fact that they were stressed and not mentally present: "You can never plan anything really . . . it requires a lot from the family and those around you. You are not only a daughter. I am a wife, mom, grandma, granddaughter and big sister" (daughter-in-law N).
Although family members wanted to help and children felt it natural and good to reciprocate by caring for their parents, distribution of responsibilities, and tasks within the family seemed rarely to be discussed. A chief impression was that families acted in habitual patterns and that it was difficult to ask for help, especially from those who did not offer it. Only a few families had allocated days and tasks: "We do very different things . . . my brothers like to do more practical things . . . and I tend to take the kitchen" (daughter F) and "So in the future . . . we have to set up some sort of schedule" (daughter N).
ADVANCES IN NURSING SCIENCE/OCTOBER-DECEMBER 2016

Concealing thoughts, feelings, and needs
Families shared information on the status of the illness; however, they seldom shared their thoughts, feelings, and struggles around the needs arising from the illness. Many families, especially the elderly parents, highlighted that they knew and understood each other well: "We know each other well, we see it in our faces and do not need to say anything" (patient L), and argued that limited conversation was enough: "When we know each other as well as we do within the family, . . . we recognize when it becomes yet another burden" (wife E).
Only 4 families spoke openly within the family about thoughts, feelings, and needs. However, in these families, some members also spoke less than others. In some families, different communication needs challenged family concord. This led some family members to seek support outside the family, while others withdrew from the family community to avoid talking: Son: "The youngest finds it difficult to talk." Wife: "She has trouble expressing things." Son: "She locks herself out . . . when she is here, we don't have exactly the same manner of speaking, one must show consideration" (family K).
Most families kept silent and concealed difficult thoughts, feelings, and needs so as not to strain each other or evoke tension, irritation, or conflict. Many patients concealed symptoms and their need for help from the family, such as for medication administration. In many ways, family members were unaware of how the patient was doing. Family members had to observe and interpret how the patient felt to figure out the best course of action: "When you are in pain you don't tell us?" (son-in-law B). "No, I have enough with that myself. I do not want to bother others" (patient B). Family members mostly respected the patient's silence, which could result in symptoms and treatment receiving inadequate follow-up. There was a constant sense of alertness-of being on duty to read the patient's body language, tone of voice, and actions. It was not always easy to interpret the patient: "I know he's not going to tell us before he's really sick" (daughter B).
Just as the patients concealed symptoms and needs to avoid burdening their families, family members concealed their own fatigue so as not to burden the patient and the rest of the family: "I'm not sure if father (spouse) speaks up" (daughter T). Some patients, to protect themselves, concealed their awareness of their family members' fatigue: "I see that she cares, but try to avoid seeing it . . . . I want to take care of myself" (patient M).
DISCUSSION
This study is, to our knowledge, the first study to specifically explore how the family as a unit and as individuals experienced their relationships and what they found important and challenging when one elderly patient had cancer in the palliative phase. What was most important for the families was to ensure a positive final time together. At the same time, they experienced challenges related to each other's different needs, which sometimes were difficult to understand and accommodate. Because patients and family members concealed thoughts, feelings, and needs from each other, they lacked opportunities to discuss such needs, which again could result in tension and conflict between the patient and his or her family members.
Strategies to keep on being a family
Ensuring a positive final time together was both a goal and a strategy, a goal for the final time together, and a strategy to manage to be together as a family, endure the situation, and not to be a burden to each other. Previous research has generally documented that thinking positively helps patients and family members handle and endure living with advanced cancer in a family member. 18, 26, 28 Our findings expand this knowledge by showing that when
the patient is elderly, the patient and his or her family members work together as a unit to ensure a positive final time together, and that this helped the family continue being together as a family. A positive attitude also helps individuals being strong, 28, 29 having control, and coping with the situation, 18 which support our findings on enduring the situation. Carlander et al 26 have reported that reminiscing is one thing families do to achieve a positive time. Our findings revealed that the adult children also planned enjoyable activities appropriate for the patient. According to Wright and Leahey, 6 patients and family members are bound together with family ties, and they usually wish, expect, and feel a duty to support each other in situations of illness. Our findings suggest that by comforting and cheering each other up, what is painful and difficult could be kept at bay, and this was the way our families with an elderly patient with cancer in the palliative phase found they could support each other. It seemed that the common goal and strategy of having a positive final time together made it easier to be together, and led to a sense of community in dealing with a difficult situation.
New and unknown needs may challenge family interaction
Our findings revealed that new and unrecognized needs for support, independency, safety, and control emerged. Sometimes patients and family members' different needs were difficult to understand or accommodate, and this could evoke tension and conflict in the relationships. In line with the findings of Waldrop et al, 7 we found that the patients' declining health situation raised safety issues for family members. However, our findings expand previous knowledge by revealing how patients and family members' different needs and difficulties with understanding or accommodating these needs made the family situation so challenging. For example, patients' wish to manage alone and maintain their independence may be in conflict with family members' concern for the safety of pa-tients. Our findings also revealed a conflict between the needs of the spouse or children living at home for rest and other activities and the patient's wish to stay at home. One caregiver review 22 reported an ethical dilemma between patients' wish to stay at home and caregivers' ability to provide care. However, the presence of conflict was not mentioned. For our families, these challenging situations were difficult to discuss, and we suggest that it was difficult for patients and family members to understand or accommodate each other's needs, resulting in tension and conflict among patients and family members. Badr and Taylor 15 reported that tension and conflict in couples' relationships might arise because of the partner's difficulties in understanding the patient's increased symptom burden. This was not a finding in our study. Patients and family members in our study belong to different generations, and we suggest that tension and conflict may be present not only between the elderly patient and his or her spouse, but between the patient and all family members for various reasons.
Concealment as communication strategy
Our findings suggest that the struggle for a positive final time together may prevent openness. The patient and his or her family members hid their own problems and needs from each other, simultaneously observing and interpreting the others to find out how best to support them. They seemed less attentive to the fact that they were also being observed, and that they could not always hide how they were doing. Although prior research has documented that patients and family members, to protect each other, avoid talking about the cancer, death, and grief, [14] [15] [16] 29 this study showed that patients and family members also avoided talking about relationship challenges. Instead, they exhibited reciprocal observation and interpretation of each other to identify needs for support. This might not always be an effective strategy, as highlighted earlier, as it prevents patients and family members from addressing different and potentially conflicting needs. Interaction in silence appeared as a coping strategy in most of the families in our study. The families seemed to continue the communication style they used prior to the illness. Our findings suggest that silent interactions resulted in lack of opportunities to discuss experiences, needs, and relationship challenges. This made it difficult for patients and family members to understand and accommodate each other's needs, which could result in tension and conflict. The finding that lack of communication about illness demands could evoke tension and conflict is supported by Badr and Taylor. 15 A study by Benzein and Saveman 46 showed that nurse-initiated health-promoting conversations strengthened patients and family members' understanding of each other and helped them find new strategies for managing their daily lives. This indicates that openness about needs arising from the cancer illness could have increased patients and family members' mutual understanding and helped them find new ways of accommodating each other's needs.
Difficulties discussing distribution of tasks and responsibility
All the patients in our study were elderly and in need of support from their family. However, the wish for a positive final time together made it difficult to discuss distribution of responsibility and tasks in the families. In order not to burden each other and not to escalate irritation and conflict in the relationships, habitual patterns of distribution of responsibility and tasks were mostly followed. As far as we know, this finding is not revealed earlier in the context of advanced cancer. This is important, because a different distribution of responsibility and tasks between family members could possibly have contributed to a reduction of the burden on the closest family members. In cases where the patient's spouse was healthy, the spouse was responsible for monitoring the patient. If the patient did not have a spouse or the spouse was frail, one child alone or children and/or children-in-law shared the responsibility in different ways. Adult children who wished to support their parents were often protected from participating by the patient and/or the healthy spouse. Like several review articles 21, 23 have documented, our findings show that challenges like geographic distance, work situation, and illness have an impact on whom of the children and children-in-law contributed and not.
Implications for theoretical and methodological development and further research
More research is needed to expand the theoretical perspectives in family research. Family nursing has long traditions. 47 However, implementing this approach is far from complete. 48 Highlighting familycenteredness 48, 49 is in line with recent developments in person-centered care 50 and corresponds, from our point of view, to Wright and Leahey's 6 methodological approach to family assessment and family nursing interventions. Increasing the familycenteredness may facilitate empowerment and user involvement, 47, 48 which ensures that credibility is given to each family member when included in family interviews.
Using family group interviews to collect data is an advantage in terms of bringing the perspectives of different family members to the research topic. However, further methodological research is needed to evaluate the strengths and limitations of this method in different contexts. In particular, it is necessary to explore when it is adequate and inadequate to apply family group interviews in terms of uncovering both the experiences of individual members and the experiences of the family unit as such.
Family group interviews contribute to a better understanding of communication patterns and interactions in families, and to knowledge that is hard to achieve through individual interviews. Many of the findings in our study regarding what was important and difficult in the relationships were not revealed through the manifest content of the text.
Instead, these results were uncovered from the latent content in the conversations, that is, through the way patients and family members talked and acted, and through follow-up questions. However, interviewing the family as a unit might raise particular concerns, especially when the patient is frail. Leaving out important aspects to protect the patient or other vulnerable family members might result in limited insight into sensitive or conflictual issues. Combining family interviews with individual family member interviews may, therefore, be fruitful to better grasp the diversity of experiences and enhance knowledge development and theory construction within this field.
Suggestions for further research are related to how family members interact to address different needs and negotiate the use of available family resources when an elderly family member has advanced cancer. Based on the findings from this study, more research is needed on families in different family life stages, and in different cultural contexts. Furthermore, including a wider range of family members in family group and individual interviews are necessary to establish a stronger evidence base. Furthermore, intervention studies to help families understand and endure the situation are needed.
Implications for nursing practice and education
The findings confirm that cancer and impending death affected not only the patient but also his or her family members and the entire life of the family. The patient's and family members' needs are sometimes difficult to understand or accommodate for the other family members, which may result in tension and conflict in the family.
Given that it is a goal that patients with cancer in the palliative phase shall remain at home as long as possible, nursing interventions targeting relational challenges due to cancer should be highlighted. With increased numbers of elderly, family respon-sibility will increase. In order for family caregivers to keep on in their function, more targeted support must be provided and nurses are in an ideal position to provide such support. To identify the individual and collective needs of family members and offer relevant interventions, systematic assessment is necessary. The guidelines suggested by Wright and Leahey 6 and tools such as genogram or ecomap should, to a larger degree, be implemented in nursing practice. This will allow nurses to acknowledge who are the nearest family members of the patient, and who may be in need of nursing attention and care. We suggest organized family conversations where topics like needs of individual family members and distribution of responsibility within families are focused. This may contribute to better use of family resources and strengthen the endurance of the family unit and its individual members, thereby increasing the possibilities for supporting each other.
Nurse educators may need to increase their consciousness about and resolve to teach students about the importance of family conversations to address relationship challenges during the cancer trajectory. In addition, it is necessary to help novice nurses and students to develop the skills needed to incorporate these conversations in nursing care. Different education methods are applicable, for example, simulation and supervised training, to encourage students to develop knowledge and communication skills required to understand what the situation means for elderly patients and their families and how to act to address their needs.
CONCLUSION
This study adds to the limited body of knowledge around close family relationships, processes, and interaction when an elderly family member has cancer in the palliative phase. Findings highlight that an elderly family member afflicted with cancer in a palliative phase affects not only the patient and individual family members, but also family life
